13 At the height of the Ebola epidemic in Sierra Leone in November 2014, a new decentralized 14 approach to ending infection chains was adopted. This approach was based on building local, 15 small-scale Community Care Centres (CCC) intended to serve as triage units for safe handling of 16 patients waiting for test results, with subsequent transfer to Ebola Treatment Centers (ETC) for 17 those who tested positive for Ebola. This paper deals with local response to the CCC, and 18 explores, through qualitative analysis of focus group data sets, why communities see CCC in a 19 positive light. The responses of 562 focus group participants in seven villages with CCC and seven 20 neighbouring control villages without CCC are assessed. These data confirm that CCC are 21 compatible with community values concerning access to, and family care for, the sick. Mixed 22 reactions are reported in the case of "safe burial", a process that directly challenged ritual 23 activity seen as vital to maintaining good relations between socially-enclaved rural families. Land 24 acquisitions to build CCC prompted divided responses. This reflects problems about land 25 ownership unresolved since colonial times between communities and government. The study 2 26 provides insights into how gaps in understanding between international Ebola responders and 27 local communities can be bridged.
51 as a key part of the epidemic response. These were facilities with very strict biosafety control, 52 capable of handling 100 or more cases at a time. The International Federation of Red Cross and 53 Red Crescent Societies (IFRC) opened such a facility at Nganyahun, about ten miles north of 6 136 belonged. There were 56 meetings in all. A total of 1051 people participated and 3399 137 statements were recorded.
138 139 A single question was used to start discussion: what (good or bad) changes have there been in 140 your community in the last year? In all groups the topic of Ebola was quickly reached. At this 141 point facilitators used a standard list of topic prompts to guide discussion further. In some cases, 142 topic prompts were used sparingly because there was a natural flow to the discussion. Speakers 143 were guaranteed anonymity as part of an informed consent procedure. A card system was used 144 to keep account of the type of speaker, when they joined the conversation, and how many times 145 they spoke, without having to record names. Two sequences of numbered cards known as "run 146 order" (labelling respondents as A, B, C, etc.) and "speaking order" cards (numbering the times 147 each respondent spoke -A1 A2, A3, etc.) were distributed and cashed in each time a participant 148 raised a hand to speak. Run order and speaking order details were attached to statements as 149 facilitators wrote them down. Each group made its own rules(e.g. to speak in a moderate voice) 150 and to encourage as many persons as possible to contribute to the discussions.
151
152 Each focus group was run by two facilitators. Facilitator One led the discussion, asking a start-up 153 question about diseases affecting the community. The facilitator confirmed that groups could 154 talk about Ebola response once discussants had first raised it, and specifically about the CCC, as 155 they wished. The prompt list was used to ensure a degree of consistency across groups.
156 Facilitator Two managed the run order and speaking order card tracking system and transcribed 157 the discussion.
159
The 3399 recorded statements were grouped into twelve broad themes. Statements were then 160 classed as descriptive (type-1) or evaluative (type-2). This resulted in 1367 (40%) type-1 and 2032 161 (60%) type-2 statements. Four of the twelve themes are used in this paper, covering about a 162 third of the total data (table 1). We have chosen these four topics as they reveal differences 7 164 access to Ebola treatment facilities, ii) visiting and feeding patients, iii) burial, funeral ceremonies, 165 and reporting death of patients visiting, and iv) acquiring land to set up a CCC. 275 more likely to state that there was a possibility to visit patients, although this was also mentioned 276 frequently in statements from the control villages. A smaller number of responses commented 277 that CCC provided free treatment, treatment for other diseases, and rapid testing for EVD.
167
278 Feeding for patients was mentioned in ten per cent of statements. CCC care in non-Ebola cases 279 was also sometimes highlighted. One man reported that "my woman had a severe stomach ache, 280 and she was treated, and given food at the centre, free of charge." 281 282 iii. Burial, funeral ceremonies, and reporting death of patients 283 Focus groups were asked to discuss the impact of burial regulations introduced to break Ebola 284 infection chains. Official procedures required that corpses were routinely swabbed to assess 285 whether the deceased had died of EVD. From August 2014 all burials had to be carried out by a 286 trained "safe burial" team, whether the swab was positive or not. The team would spray the 287 corpse with chlorine and place it in a body bag. It would then be buried in a hastily prepared 288 grave with only a minimum of ceremony. Initially, the family was excluded, but from November 289 2014 families were allowed to participate at a distance. All contact with the body was forbidden.
290 291 Burial teams also operated from CCC. But here it was more feasible to notify families, and to 292 arrange burial in the victim's own community, since this was now near at hand. Families were 293 allowed to attend burials and observe at a distance. But repeated calls by communities to be 294 given the training and protective equipment to carry out their own safe burials were ignored or 295 rejected by the international response. Given the importance of funerals as ways of cementing 296 social relations in enclave ordered communities it was expected that many focus group 297 comments would focus on the importance of involvement of families in burial. But since "safe
